Spinal cord stimulation facilitates functional walking in a chronic, incomplete spinal cord injured subject
In the above article (Spinal Cord 2002; 40: 65 ± 68), Herman et al. contend that the improvements they observed were novel and that no other investigators have reported improvements in walking function in individuals with injuries classi®ed as ASIA C. In fact, I and many others have published results of similar changes in individuals with injuries categorized as ASIA C injuries ± and these without the use of invasive techniques. 1 ± 5,7,8 If the data in Figure 2 in the Herman et al. article is converted to speed in meters per second (which are the units that most investigators report), it is evident that before use of the epidural stimulator the subject walked at 0.12 m/s. Following training with the epidural stimulator the subject walked at 0.375 m/s. While this is a dramatic improvement, I have shown that following 3 months of training using PWBT and¯exor withdrawal stimulation (surface stimulation to the common peroneal nerve) similar improvements in walking speed can be achieved in individuals who started with walking speeds comparable to the subject of this article.
Further, many would argue that while Herman et al. did demonstrate an improvement, the individual was still not fast enough by the end of the study to make him a functional community ambulator. In a study of 36 individuals with SCI who had some walking ability, Waters et al. 6 found that the mean walking speed of subjects with spinal cord injury who were community ambulators was 0.93 m/s while the mean walking speed of those who were not community ambulators was 0.45 m/s (compared with 1.3 m/s for able-bodied individuals). These ®gures suggest that the individual in the study by Herman et al. was far from achieving the walking speeds required to be a functional community ambulatory.
It is important to bear in mind that the ASIA C category is the broadest of all ASIA categories, it includes individuals with lower extremity motor scores between 1 ± 32 (with 50 being`normal'). There is not sucient information presented in the article to know the subject's initial status nor to evaluate the intensity, duration and assistance provided during the initial training period. Without this information it is not possible to fully assess the value of the ®ndings presented, but it appears that this invasive technique provides no bene®t above what I and others have reported using PWBT training and non-invasive techniques.
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